occur.5 6 Other skin manifestations which bear no histollogical resemblance to the primary lesion include pyoderma gangrenosum, erythema nodosum, cutaneous polyarteritis nodosa, and erythema multiforme. 2 78We describe a skin lesion found in association with Crohn's disease that visually resembles erythema nodosum, but which has a completely different natural history and histology. follow through examination showed Crohn's disease of the terminal ileum. She had resections of small bowel in 1956, 1958, 1963, 1973, and 1980 . Histological examination showed typical changes of Crohn's disease, including non-caseating epithelioid granulomas with giant cells. She was treated with two short courses of prednisone in 1970 and 1979 (30 mg daily) without beneficial effect. She was started on azathioprine with some improvement in 1974 and has been on this drug since that time. At the present time, her Crohn's disease is still active, with radiological evidence of recurrence. She also has clinical and biochemical features of malabsorption. There is no evidence of glucose intolerance. Her brother also has Crohn's disease.
Current investigations
Haemoglobin was 14-6 g/dl; ESR 11 mm/h. Serum calcium was 2*11 mmol/l and serum magnesium 0-45 mmol/l (0.70-0.95). Faecal fat excretion 82 mmol/24 h (normal range <18 mmol/24 h). Autoimmune profile including SCAT was negative, and immunoglobulin and complement levels were normal.
Skin manifestations She first developed a scaly itchy rash on her legs in 1972, and over the years her legs have gradually become more indurated. In the last four years she has had several purple raised areas on both legs, reminiscent of erythema nodosum. The areas are itchy, slightly tender, and do not vary in size, intensity, or discoloration. Superficial ulceration occurred in one area after minor trauma but healed spontaneously. The skin lesions are unaffected by either the activity or her Crohn's disease or any of the medications that she has taken. She has no other extraintestinal manifestations of inflammatory bowel disease, except mild arthralgia of the knees.
COMMENTS Pathology
Histology of the skin lesions in both cases was remarkably similar.
In each case, the overlying epidermis was normal. There were large, poorly-defined areas of necrobiosis of collagen in the lower dermis. The collagen bundles appeared degenerate and were mingled with amorphous, eosinophilic material. At the margins of the necrobiotic areas, scattered throughout the dermis and extending into subcutaneous fat, there was an inflammatory infiltrate composed of lymphoid cells, histiocytes, and epithelioid cells (Fig. 2) . Foreign body giant cells were present and appeared to contain eosinophilic, degenerate collagen.
In case 1 the giant cells were present in wellformed non-caseating granulomata, whereas in case 2 they were scattered singly around the necrotic areas (Fig. 3) . Although there was no evidence of Gram stains and Ziehl Nielsen stains for acid-fast bacilli were negative in each case, as was immunohistochemical (immunoperoxidase) staining for C3, C4, IgG, M, A, and D.
Discussion
The skin lesions described in these two cases of Crohn's disease have distinct clinicopathological appearances which have not been previously described.
The lesions were associated with a mild arthralgia of the knees, but otherwise ran a course independent of the activity of the Crohn's disease. In addition corticosteroid therapy had no effect.
Clinically these lesions bear some resemblance to erythema induratum and are closely similar to erythema nodosum. The nodules of erythema induratum are smaller and occur on the sides or the backs of the calves. Histologically, there is a vasculitis in the subcutaneous tissues and no dermal necrosis in contradistinction to what was observed in our patients. Erythema nodosum has a wellrecognised association with Crohn's disease' 2 but the chronicity, lack of response to steroids, and different histological picture make this diagnosis untenable. Biopsy is not usually undertaken in erythema nodosum, for which these lesions could clinically easily be mistaken, and thus the histological features of necrobiotic collagen with surrounding epithelioid and giant cells may be missed. This histological picture is much more characteristic of the type of lesions seen in necrobiosis lipoidica, rheumatoid nodules, or granuloma annulare.9 Necrobiosis lipoidica may be associated with diabetes mellitus but neither of these patients had clinical or biochemical evidence of this disorder. Neither patient had any serological evidence of rheumatoid arthritis.
The pathogenesis of necrobiotic lesions such as these is unknown. It seems unlikely that an immunological mechanism could account for the appearances as there was no vasculitis or evidence of immune complex deposition as shown by immunohistochemical staining. The presence of necrobiotic collagen seems to be the central feature of these lesions and we suggest that the term 'nodular necrobiosis' would be appropriate for this extraintestinal manifestation of Crohn's disease. 
